Objective-To estimate ownership and use of bicycle helmets among children in the US in 1994.
Bicycle riding, a common activity of American children, causes substantial morbidity and mortality. In particular, head injury is the most common cause of death and serious disability from bicycle related crashes.'`3 Bicycle crashes cause an average of 247 traumatic brain injury deaths and 140 000 head injuries each year in the US among persons younger than 20 years. 4 Indeed, bicycle related head injuries are a problem in many parts of the world. [5] [6] [7] Because bicycle safety helmets substantially reduce the risk of head injury,8-11 a year 2000 goal for the US is for 50% of bicyclists to wear helmets. ' 15 years, respondents were asked, for each child between age 5 and 14, if the child had ridden a bicycle in the preceding 30 days. For each child who had ridden, the respondent was asked if the child had a bicycle helmet, and if yes, how often the child wore a helmet while riding during the preceding 30 days (always, more than half the time, half the time, less than half the time, never). For answers of 'no' to helmet ownership, respondents were asked why the child didn't own a helmet. For answers ofusage half the time or less, respondents were asked why the child didn't wear a helmet more often. In tallying responses about bicycle riding, helmet ownership, and helmet use, 'don't know' and 'refusal' responses were classified as 
From our data, it appeared that about half of helmet owners always use them and this proportion was similar across income groups (table  2) . This estimated 'always use' proportion among owners is lower than one study estimated (83%)'9 but roughly the same as in two other studies.'322 An accurate estimate of the ratio of use to ownership might provide direction in developing new approaches to evaluating community bicycle helmet promotion programs.
The strong association between prior counseling by a health care provider and the likelihood ofhelmet use was intriguing. Studies have suggested that counseling in such settings may influence behavior23 and helmet use.24
Interestingly, although boys appear at higher risk of bicycle related head injury than girls,4 25 this outcome does not appear to be due to differences in helmet ownership or use rates.13
This survey has a number of limitations.
First, the response rate of 56% is relatively low for a telephone survey. Although a comparison of respondent households with census data suggests that this survey includes a fairly representative cross section of the population (JJ Sacks, written communication, 1995), average income and educational attainment is higher than in the general population, as is true for most telephone surveys. The underrepresentation of lower income households is particularly problematic for this study, however, because helmet ownership and use appears associated with household income.
Another limitation is that we used proxy reports about childhood behavior. Adults may know helmet ownership status more accurately than actual use; the accuracy of use reports may also depend on the child's age. Recent studies, however, suggest that such proxy reports among injured child bicyclists accurately reflect helmet use noted in medical records (Circumstances and severity of bicycle injuries: a report to the Snell Memorial Foundation. DC Thompson, FP Rivara, RS Thompson, unpublished manuscript His association with injury prevention began when he joined the Dunedin Multidisciplinary Health and Development Research Unit (DMHDRU) in 1984. The DMHDRU is well known for its research on the injury experience of a large New Zealand birth cohort. His involvement with the cohort began when the members were 13 years of age.
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